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F 000, INITIAL COMMENTS

An unannounced complaint investigation survey
was conducted at this facllity from January 26,

! 2017 through February 1, 2017. The facillty

| census the first day of the survey was 1156. The [
~ survey sample totaled 7 residents which included |
| 4 active and 3 closed records.

Abbrevigtions/definitions used In this report are f
as follows: ) ‘ \

' NHA- Nursing Home Administrator, .
| DON- Dirgctor of Nursing; l ;
ADON-Agslstant Director of Nursing; !
MD - Madioal Doctar; i
RN - Raglstered Nurse; ;
L.PN - Licensed Practical Nurse; i
UM - Unit Manager; . |
CNA - Certifled Nurse's Alde; |
| MDS - Minimum Data Set (standardized |
| assessment forms) used In nursing homas; f
mg (Mllligram) - metric unit of weight, 1 mg !
equals 0.0035 ounce,; !
SSD-Soclal Service Director, i
| Cognitive impairment- when a person has trouble |
! rernembering, learning new things, concentrating, |
or making decislons that affect their everyday life. I
Cognltive impairment ranges from mild to severe; |
!
|

Cognitive-process of knowing and understanding;

| PEG-Percutaneous endoscopic gastrostomy, a

| tube inserted surgically, most commonly, to
provide a means of fegding when oral intake Is

not adequate; i
| Tracheostomy- a tube is Inserted into windpipe to |
{ open the restricted airway and enable breathing; - |
Tracheostomy collar-a medlcal device used to |
sacure a trach tube in its position; |
,[ Tracheostomy care<Involves cleaning the-neck lt -

LAGORA(GHY DIREFOR'S OR PROVIDERISUPPLIER REPRLGUNTATIVES SIGNATURE TLE o (X8} AT

Ol gm/ Amispostn 2ot )17

Any d:{ﬁ&ejcy.: afemenl endlng with an psterlgk (*) denotes a deficlancy which the Inslitution may be excused from correcling providing It 1s (Ietlrmlmfd that
other sefsguards provide sufficlent protectipn to the patients. (See inslruclions.) Except for nursing homes, the findings stated above are disclosable 90 days
following Ihe dato of survey whelher or not & plan of corraction is provided. For nursing homes, the above findings and plans of correction are disciosable 14
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hole, shanging the gauze dressing around the |

| tube, keeping breathing alr moist, and cleaning |

and suctioning the tube; .

Tracheostomy cannula-the outer cannula is the

auter tube that holde the trachecstomy open, A

i neck plate extends from the sides of the outer

| tube and has holes to attach cloth ties around the | :

. nack. The tnner cannula fits Inside the outer |

cannula;

Trachgostomy suctloning-is the mechanical

i romoval of secretions froni the alfway to mairitain

‘ an'tinobstructed airway, sllow for #dequate alr
exchange, and prevent airway infection;

I 8kin prep.- a liquid film-forming dressmg that,

: upon application to Intact skin, forms a protective

. film to help reduce friction; !

: Pulse oximetry - a test used to measure the I

! oxygen level (oxygen saturation) of the blood, 1 ,
Desired rangs 94% to 100%,; |

: Psychotropic medication: any medication capable |

of affecting the mind, emotions, and behavior;

Sacrum/sacral-large triangular bone at the base t

of the spine; f

Anxiety-feeling worry, nervous or restless; i

Nurses Note (NN)-clinical documentation of care

and services provided to the resident by the

nuree,

Pressure Ulcer (PU)-.sore area of skin that

| devalops when the blood supply to it Is cut off due’
to prasaure;

Slages [1 (2) - skin blisters or skin forms an open |

“ sore. The area around the sore may be rad and |

tirritated.; .

| Braden Scale - tool used.to determine rlsk for l[

1
|

| development of pressure ulcers,
| Score of 17 on Braden Scale-moderate risk of
i developing a PU. |
F 157 | 483.10(g)(14) NOTIFY OF CHANGES L F1s57
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88=D | (INJURY/DECLINE/RQOM, ETC)
' (g)(14) Notification of Changes.

| | (i) A facllity must immediately inform the resident;
: consult with the resident's physician; and notify,

| consistent with his or her authority, the resident
representatwe(s) when there is-

| (A) An accident Involving the resident which
t rasults in Injury and has the potential for requiring
physlclan intervention;

(B) A significant change In the resident's physical,
. mental, or psychosocial status (that is, a
‘deterloratlon in health, mental, or psychosoctal
I status in either life-threatening conditions or

i clinical complications),

(C) Aneed to alter treatment significantly (that is,
! 2 need to discontinue an existing form of
taaatment duse to adversa consequentes, or to
| scommenoe a new form of treatment); or

{ (D) A decislon to transfer or discharge the
| resident from the faclilty as specified in
' §483.16(c)(1)(il).

;' (1) When making notification under paragraph (g}
| (14)(1) of this section, the facility must ensure that
 all pertinent Information specified in §483. 15(c.)(2)
! |s available and provtded upon request to the
physlclan.

(ils) The facllity. must also promptly notify the
resldent and the resident represeniative, if any,
' when thers is-

|

i

|
|

- proper notification took place with updates at the

plan of corraction does not
constitute admission or agreement of
the facls alleged or concluston set
forth in this statement of
deficlencies.
The plan of correction is prepared
and / or executed solely because it
is required by both Federal and State
laws.
The physician and the Power of Attarney (POA) for
R3 were notified regarding the eplsodes of anxiety
and this residenl’s seif removal of the trach coltar,
pulling on percutaneous endoscopic gastrostomy
(PEG) tube, and repealed removal of her oxygen.
R3 has been discharged from the facility and no
olher corrective action can be completed for this
resident.  Any resident with a change in -
condition/status has the potential to be affected.
The Administrative Nursing Team will complete a
30 day loak back review of the 24 hour report to
determine if any resident had a change in
condition/status and if proper notification took place.
If the physician, legal representative or an
interesled family member were not notified, they
will be notified at that time.
Residenls with changes in condition will be added °
to the 24 hour report when changes occur. The
24 hour report will be reviewed In the moring
clinical meeting by the Administrative Nursing :
Team and documentation will be reviewed to ensure

3/27!7

afternoon dlinical meeting. An in-service will be
completed for all licensed nurses regarding the
regulation pertaining to notification of the physician,
legal representative or an interested family member
of a change in the resident’s status and the
documentation required. The DON will audit 5
charts weekly for three months of any resident
identified with a change in condition to ensure the
physician, legal representative or an interested
family member waere appropriately notified.
Ouicomes related to those audits will be

reviewed with (ha steering QAPI committee monthly.
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| as spavifled In §483.10(e)(8); or

i

' (B) A change In reslident rights under Federal or

| State law or regulatlons as speclfied In paragraph
! (8)(10) of this sectlon.

| (iv) The facility must record and periodically
update the address (mailing and email) and

] phone number of the resident representative(s).
This REQUIREMENT is not met as evidenced
by: _

Based on record review and Interview, it was

. determined that tha faollity falled to irmmediately

a change in condltion, tn which R3 was restless,
" anxious and subsequently remaved her
{racheostomy tube. Findings include:

: Crosa-refer F328,
]
Review of R3's clinical record revealed

1
 R3was admitted to tha facllity on 12/6/16 and
"had a tracheostomy and peroulaneous

: an antl-anxlety medllcation, lorazepam, 1 mg.

| twlce a day & nesded through the PEG for

, anxisty,

L

! Raview of the Nurses Note (NI¥) dated 12/13/16

- and timad 3:30 PM, documented “...(R3) kept
removing oxygen mask when awake so anxious

! (sl¢) medication for lorazepam but still removed

- she removed the Inner cannula with speaking
Evalve." The NN ended with “Will pass report.”

|
| Review of physician's order dated 12/14/16,

' endoscople gastrostomy (PEG). R3 was ordered |

1 sonsult with the physician, when R3 axperienced |

|

oxygen mask 4 times during the shift, at one time, |
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| Continued Fra page ) F 157 The steering commitiee o
l (A) A change In room or roommate assignment | will direct further analysis and interventions based |

i on reported outcomes and direct further
; Investigations.
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F 157 i
" documented that lorazepam wasg increased to 1 |
mg. by PEG, three times a day for Indication of
anxlety.

| Review of the Medication Administration Record, ;
 from 12/14/18 through 12/16/16 revealed that R3 "
| was administered the lorazepam as ordered d |

| The following NNs continued to document R3's |
anxious behavior: : !

| - 12/14/16 by the same 3 PM -11 PM nurse |
“dacumented R3 removed her oxygen mask 2 |
i times end [orazepam was Inereased to thrae g '
times a day for anxlety. i I
+ 12/48/16 and timed 3:40 PM dooumented |
it Resldant noted with anxlaty mediaated with
| lorazepam, removed trach oollar twice." _ !
| - 12/16/16 and timed 9 PM "Resldent became |
| very restiess and anxious at about 8 PM and ! 1
[ lorazepam was administerad, Resldent pulling on, '
| PEG tube and oxygen cannula." '[ ||
|
|

| Review of the NN dated and timed 12/17/16 and
; 4:00 PM documented at around 3 PM, Licensed
! Practical Nurse (E14) went Into R3's room and )
noted that R3 had removed the trach coller and |
the cannula. R3 verballzed "} took it out, | don't {
-want it."

i

! Although R3 contlnued with multiple episades of . ' :
- balng restiess and anxious, after the change in |
 the plan of care on 12/14/16, the facility falled to

 immediately consult the physician.
! ; [
| An interview with E14, on 1130117 at | |
approximately 12:45 PM revealed that R3 was | ‘
: restless and anxious during the 7 AM-3 PM shift 'i }
|
I
I

| and E14 closely monitored R3 behavior
throughout the shift, E14 verballzed that ehe

S —
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F 167 | Continued From page & | ‘ F 167 ;
thought she had contacted the physiclan to report | :
R3's behavior. During the Intervisw, £14 ' g
reviewsd the R3's facllity records and verbalized ' |
that it was not comnpleted. | |
| An interview with the attending physician (E4) on |
2/1/17 at approximately 11:00 AM revealed that if | !
he was consuited, he would have reassessed the | | :
current plan of ¢are. ! i i
- Findings reviewad with the Nursing Home
- Administrater (E1), Biractor of Nursing (122), and ! i
' Reglonal Corperate Nurge (EB) an 2/1/17 at i |
| approximalely 6:30 FM. Preparation and executlon of this
F 188 ! 483,10(])(2)-(4) RIGHT TO PROMPT EFFORTS F 166! plan of correction does not :
agap | TO RESOLVE GRIEVANCES ! | constitute admission or agreement of
! | the facts alleged or conclusion set ) 27///
()(2) The resldent has the right to and the facility 1 forth in this statement of :

| (iy Notifylng resident individually or through

must make prompt offorts by the faollty fo rosolve

-, grlevances the resident may hava, in accordance !
{ with this paragraph. L

| )
]

(1)(3) The facliity must make Information on how
" to flle & grievencs or vomplalnt avallable to the

[ regident. .

| .
| ()(4) The fecllity must establish a grievancs policy |
| to ensure the prempt resolutlon of all grievances
"regarding the residents' rights contained in this
' paragraph. Upon request, the provider must give
| & copy of the grievance poliey o the resident. The |
| grievance policy must include: S

 postings In prominent locations throughout the |

facllity of the right to file grievances orally |

(meaning spoken) or in writing; the right to fils
, grievances anonymously; the contact Informatlon

deficiencies. : |
The plan of correction is prepared ; 4

- and / ofr executed solely because it

is required by both Federal and State

. laws.
i The grievance for resident R4 will be

documented, investigated, acted upon, and the
outcome reported back lo the family member

per facility policy. E6 was in-serviced regarding

the grievance process, including the importance of
documenting and following up with any concern
reported to them. Any resident voicing a concern has
the potential to be affected. The Administrative
Team will complete a 30 day look back of the }
grievances o idenlify any grievance that has not
been fully investigated and resolved and the

Social Service Director will address/reassign for
completion, any grievance for investigation

and resclulion as necessary. Ifa grievance

cannol be resolved in lhree business days,

- the Administrator is to be notilies so a new

: deadline can be set.

i

s — N
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Grievances will be brought to the Morning

F 168 ! Contlnued From page 6 . F 188"  stand-up mesting dally to be reviewed by the
| of the grlevence officlal with whom a grievance | i Interdisciplinary Team (IDT) and Nursing Home |
can be filed, that [s, his or her name, business | [ Administrator (NHA)} {o ensure all grievances ars |
address (malilng and emall) and business phone 1 fully investigated and resolved. The Admmlstrahve‘

; Team will be in-serviced regarding the grievance
] ' number; a reasonable expected time frame for process and completely investigaling and fesolving

| completing the review of the grievance; the right identified concerns.
to obtain a written decision regarding his or her

i i grlevance; and the contact information of

. Independent entities with whom grievances may

: he filed, that is, the pertinent State agancy,

Quallty Improvement Organization, State Survey The NHA will audit all grievances for

Agency and Slate Long-Term Care Ombudsman the next three months to ensure

| program or protaction an advooacy systar, 5 l comrleﬁom full investigation and
resolution.

Outcomes related lo grievances will
be reviewed at the stearing QAP

| (i) ldentifylng a Gripvanece Offialal who ls
responalble for averaealng the grievanes procees, committee monthly

1 racelving and tracking griavances through to their The steering commiltes will direct

l oonoluslons; leading any necessary investigations further analysis and interventions

; by the facliity; maintalning the confldentiality of all ] based on reported outcomes and

[ Information assoclated with grievances, for { ‘direct further investigations.

example, the ldentity of the resident for those
| gillevances submitied anonymously, isuing
' written grievance declslons to the resident; and-
 coordinating with state and federal agencles as
i necessary in light of specific allegations;
i () As necessary, taking immedlate actlon to
| pravent further potential violations of any resident
: right whilé the alleged violation is belng i
investigated,

(iv) Conslstent with §483.12(c)(1), immediately .
- reporting all alleged violations involving neglect,
abuse, including injuries of unknown source,
and/or misappropriation of resident property, by

" anyone furnlshing services on behalf of the !
 provider, to the adminlstrator of the provider; and |
as required by State law; |

T . o A e PV e Ly ) L e s e Ry S e e o e S g

e st v m e VA Jop i mmos; aw
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F 166

" i include the date the grievance was recelved, a

Conlinued From pagse 7 -
{ (v) Ensuring that all written grievance dedislons

' summary statement of the resident's grievance,

. the steps taken to Invesligate the grievance, a

. summary of the pertinent findings or conclusions
' regarding the resident's concerns(s), a statement
| as to whether the grievance was confirmed or not
| confirmed, any aorractive aotion laken or to be

" taken by the fecility as a resuit of the grievance,
'and the data the written daclsion was Isstied;

_(v)) Taking appropriate corrective action in
aocordanos with State law If the alleged violation

! of the resldents' righte is confirmed by the facllity

! or If an outslde entity having Jurlsdiction, such as

' the State Survey Agency, Quality Improvement

* Organlzation, or local law enforcement agency

+ confirms a violatlon for any of these residents’

. rights within Its area of responsibility; and

(vii) Malntalning evidence demonstrating the |
result of all griavancaes for @ period of ho less than
3 years from the issuance of the grigvance S
dealslon. i
This REQUIREMENT s not met as evidenced |
by ' “:

Based on intarview, record review and review of :
ather facilily dooumaentalion, It wae determined ]
that the facllity falled to make prompt efforts to
resolve a famlly's (acting as an agent for the i
resident) grievance for 1 (R4) out of 7 sampled
residents. Findings include:

Review of R4's record revealed

| Areview of the facliities policy entitled R
"Grievance/Convern Management' stated that
staff member completes the congcern ("Concern

« Report") form and submits doocument to the |

F 166
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F 166 | Continued From page 8 |

Soclal Services Department and or to the
' Administrative representative. In addition, the
' Soclal Services Representative/Risk |
+ Manager/Grievance Official brings the concern to |
" the morning mesting to discuss it with the
: feadership team. |

L An interview with the Offlce Buglness Manager
| (E8), on 1/31/17 at approximately 10 AM,

| revealed that the famlly mernber of R4 had

| verbalized concerns to E6 regarding care and
| servicas provided to R4 on 1/6/17. During this . !
I conversation, photographs taken of Rd's body by |
! this famlly member ware shown to E8. E8 ‘
| verbalized that she had brought this verbal

| complaint to the end of the day dally meeting

! ("Stand Down Meeting"), in which manggers of |
| the departments and the Nursing Home l
I Administrator (E1) were presenlon 1/8/17, E6 |
' related that she did not document the complaint,
" glthough, she did have access to the "Concern

' Report" form.

" On 1/31/17 the surveyor requested & capy of the
_concerns communicated by Rd's family member
l'on 1/6/17 from E1. However, the facllity failed to
| have evidence that these concerns from the
family member were acted upon,

|
| Interview with the Social Service Director (E7) on |
| 211116 at approximately 11:40 AM, who retains
| the log of grievances/canverns revealed that

| there was no record of a complaint from Rd's |
| family membar on 1/6/17. .

|
! Findlngs were roviewed with E1, Dirgotor of . 1
| Nurslng (122), and Regional Compurate Nurse (E6)
[ on 2/1/17 ul approximaloly 6;30 PM. ;

F 166

- TS T
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55 ) ALLEGATIONS/INDIVIDUALS |
i (m) 'The faallity must-

: (3) Not emplay or otharwlee engage individugla
1 whos i
{ (1) Have basn found gullty of abuse, neglect, |
- exploltation, misappropriation of praperty, or
§ mistreatment by a court of law;

i

| (Ii) Have had a finding entered Into the State

| nuree aide reglstry concernlng abuse, nagleoct,
: axploitation, mistreatment of residents or

' misappropriation of their property; or -

. (ili) Have a disciplinary action in effect ggainst his
“or her professional licensa by a state licensure

| bedy as a result of a finding of abuse, neglect,

| exploltation, mistreatment of residents or

' misapproprialion of resident property.

| (4) Report to the State nurse alde registry or i
| licensing authorlties any knowledge it has of ;
" actions by & court of law against an employee,
1 which would indicate unfitness for serviceasa
| nurse alde or other facility staff.
} (€) In rasponsa to allagations of abyes, neglent, ’
| axploftation, or mistraatment, the foclity must: |
I
* (1) Ensure thet all allaged violalions Invalving [
' mhuge, negleat, exploltation or misireatment, i
| inoluding injurles of unknown gource and
}. miasappropriation of reaident properly, are

raportad Immedislely, but not ater than 2 hours
' atlor the allogation ls made, If the events that .

[

x4 D | SUMMARY STATEMENT OF DEFICIENCIES [5) | PROVIDER'S PLAN OF CORRECTION Co o)
PREFIX ' (EACH DEFICIENGY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE CO.dPLFg’ION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE i DA
|‘ ‘ DEFICIENCY) '
| |
F 225 ; Continued From page 9 . F 225'I
F 226 | 483.12(a)(3)(4)(c)(1)-(4) INVESTIGATE/REPORY | F 226!
\ |

" their notificatlon of the allegation. The Shift Supervisor
. terminated by the facility. The nurse that was

" accused of the allegalion (E) was suspended
. pending investigation when the Administrator was

. reviewed with the Regional Risk Manager for

Preparalion and execution of this,
pian of correctlon does not
conslitute admission or agreement of

the facls alleged or conclusion set : IJ/Z?// /
forth in this stalement of :
deficiencies.

The plan of correction is prepared . H

and / or executed solely because it
is required by both Federal and State }
laws.

The allegation of abuse of R7 was reporled to the
Department of Heallh by the Administrator upon

(E9) that failed to report the allagalion, was

made aware of lhe allegation, and was subsequently
returned Lo work and assigned to a different unit.
Reportable incidents from the past 60 days were
reviewed by the Adminisirator to ensure all were
reperted timely. All incidents were determined to be
reported within reguiation standards. All incidents
Lhat are thought to possibly be reportable will be

guidance for reporling. All facility staff regardless of
position or {itle will be in-serviced by the Staff
Development Coordinator or'designee regarding
recognizing and reporling potential allegalions of abuse.
No staff that has not completed the in-service by the
date of compliance will be allowed to wark until they
have been in-serviced. The Social Worker or

designee will complete five inlerviews per week, of alert
and orfented residents, for four weeks to determine

If the resldents’ have any concerns regarding care |
and treatment. Any concern that is expressed will be
investigated and reported per state and federal regulation.

b
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: : |
F 225° Continued From page 10 b F2280 e ofthose inforviews and will b et
| . esults of ihose Interviews and vl be reported 1o
: cause the allogation Involve abuse of resultin the monthly QAPI Commitee for review and
: gorlaus bodlly Injury, or hot laler than 24 houes | *  recommendation. The QAP] committee will
| the events thal satse the allegation do not Invelve | dlrect further analysis and Interventions based on
1 mhbuas and de not resull In serlaus bodlly injury, to ! reported outcomes and direct further investigations.

the administrator of the faoility and to other ; |
' officials (Inoluding to the State Survey Agency and !
l adult protective servlees where state lew provides | ;
| for Jurlsdiotlon In long-term care (acilitias) in 1 |
| docordance vith Slale law through astabllahed | :
| proeedures

! (2) Have evidence that all alleged violations are |
i thoroughly investigated. i

(d) Pravent further potentlal abuse, neglact, : 1
; axploitation, or mistrenimont whils the ' |
Invosugauon i® In progreys.

n

adminisirater or his ot her designaied i

: represeniative and to other offlclals In acoordance

' with State law, including to the State Survey
; ! Agency, wuhln 5 working days of the incident, and

! if the alleged violation is verlfied appropriate
i corrective action must be taken,

! This REQUIREMENT is not met as avidenced
! by:
i Based on record review, Intervlew and review of

' other facillty documentation, it was determined-

* that the facility falled to immediately report an
 allagation of sexual abuse to the State Agency for |
14 (RY) eut of 7 sampled reeldents. Findings
i Inslude:

]
i (4) Report the results of all Investigsetions to the !
:
|

{ Review of R7's clinioal racerd revealed

I : Review of R? 's Nurses Notes (NN), by assigned ’.
. Reglstered Nurse (EB), dated 1/8/17 and timed |
 9:46 PM documenled, "l walked to the nurses | {

FORM CMS-2687(02-99) Previous Verslons Obsolelo Event ID: QsWQ 11 faclilty \D: DECOOS . If conlinuation sheet Page 11 of 26
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| dooumentation dated 1/23/17, revealed that the
' facllity reported the allagation to the State Agency !
[ on 1/28/17 at §:26 PM. In the incident deseription |
! section, the facillty dooumanted that while i
| reviewing another concern verbalized by R7, the ' i
! facllity's Risk Manager (E11), ldentified the above i
| allegation. ’
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! [
'F 226 Continued From page 11 | Foos
" statlon to give him (R7) hls paln medication and | ;
| overheard him talking to the charge nuree ‘= i
(Reglstered Nurse, E9) thal nurse (E8) Is sexuglly ! :
agsaulling him by teushing him end hugging him." | | I
Raview of {he State Agency's Intake i | ‘
|
l
|
i
|

| Further review of the facillty's investigative file - !

revealed a written statement by & Licgnsed i s
. Practical Nurse (£10) dated 1/23/17, who worked |
' during the 3 PM-11 PM shift on 1/8/117. The i
 statement documented thal E10 remembered the |
i convarsation at the nurse's statlon on 1/8/17,In |
i which R7 verbalized to E9, that E8 sexually !
| abused him. ]
i

‘ Review of the written statement by £8, dated

i 1/23/17. documented that E9 Informed E8 that

' "he (R7) said you were sexually harassing him." |
% The statement further documented that ES i
: diracted hér to just document and tomorrow you ‘
! can tell somaeorne,” \

o ———— —— P ——— i

- An Interview with the Nursing Kerne Administrater .
~(B4), an 21/17 al approximataly 5:00 PM
i gontirmed that although the above allagatlon was ;

verballzod to 9 on 1/6/17 by R7, the facllily did '
" nat raport this Immediately to the State Agency.

’i Although the allegation of sexual abuse was
_made on 1/8/17, the facllity falled to immediately
, report the allegation to the SA, falled to inltiate
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i POLICIES

483,12
- (b) The facility must develop and implement
i | written pollcles and procedures that;

(1) Prohiblt and prevent abuse; neglect, and
oxpluitallan of resldenls and misappropriation of
| rasldent property,

1 (2) Establlsh peliclas and procedures to
; investigate any such allsgations, and

] (3) Include training as required at paragraph

§483.95, |

| | |

1 483.96

| (c) Abuse, neglect, and expioltation. In addition to |
.the frandom fiom abuse, neglect, and exploltation :
' raquirements In § 483,12, facillties must also [
! provide training to thelr slaff that at 2 minimum
' educates staff on-

| | (0)(1) Activities that constitute abuse, neglect,
| exploitation, and misappropriation of rasident |
| propeny as set forlh at § 483.12, !

|
! (c)(2) Procedures for reporting Incldents of abuse, |

| neglect, exploitation, or the misappropriation of ;

{ . |

! SUMMARY \TE OF DEFICIENCIES [ PROVIDER'S PLAN OF CORRECTION ! (X6}
é’é?p'& <EACH”n2‘n§:FﬁE¢ Mﬁ_g? Ta& PRECEDED BY FULL ! pn'gmx | {EAGH CORRECTIVE AGTION SHHOULD BE CONPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION}) TAG | CROSS-REFERENCED YO THE APPROPRIATE
1 “ DEFICIENCY)
1 . ; i
F 226 | Continued From page 12 : F 226
timely Investigelion, and failed to protect the 1 | ,
rasident and other resldents. The Stals Agenoy's | { :
Intake dooumentation was dated 1/23/17, i i| ;
l i :
| Findings reviewed with (E1), Director of Nursing 1- i
| (E2), and Reglonal Corporate Nurse (E6) on . :
2/1/17 at approximately 6:30 PM. | | |
F 226 483.12(b)(1)-(3), 483.95(c)(1)-(3) | F228) '
ss=p | DEVELOP/IMPLMENT ABUSE/NEGLECT, ETC X

!
i
|

Preparation and execution of this

plan of correction does not

constitute admission or agreement of

the facts alleged or conclusion st

forih in this statement of

deficiencies.

The plan of correction is prepared

and / or excculed solely because it

is required by both Federal and Slale

laws,

The allegation of abuse of R7 was reporicd to the
Department of Health by the Adininistrator upon their '
nolification of the allegation. The Shifl Supervisor (E9)
that failed 1o report the allegation, was tecminaled by
the facility. The nurse that was accused of the allegation
(E) was suspended pending investigation when the
Administcalor was made awace of the allegation, and
was subsequenily returned to work and assigued to a
difterent unit. Any resident has the potenlial to be aflected.
The Social Worker will interview alert and oriented
residents to delernmine if the residents have any concerns
regarding care and lreatiment Ay concern that is
expressed will be investigated and reporied per state andi
federal regulation.

All facility staff regardless of position or title will be
in-serviced utilizing CMS Hand in Hand: A Training
Series for Nursing Homes Toolkit Module 2 —What is
Abuse. This module covers, understanding CMS’s
definition of abuse, identifying difierent types of abuss, ;
recognizing abuse, and identifyting reporting proccdures
for abuse and suspicion of a crime. I

'13/2'7//7
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: !
F 226 | Centinued From page 13 F o8| The In-service wilialso cover the facilly policy .
R P regarding preventing, recognizing, and reporting abuse.
| regldent propar_ly Any slaff that has not completed the In-service by !
the date of compliance will not be allowed to work
(e)(3) Dementia management and regldant shuse until the in-service Is completed. ,
pravenilon. i The CMS Hand in Hand: A Tralning Serles for Nursipg
| This REQUIREMENT I8 not met as evidenced i Homes Toolkit Module 2 — What is Abuse willbe !
X by: ) i * added to the orientation agenda to be utilized upon
II i ; : o | d i f | . hire in conjunction with the facility policy regarding -
‘ Based On‘ Interview, record rev ew,an Teview o ; | preventing, recognizing, and reporting abuse. '
i the faoliity's policy and procedure, it was ; The facllily Administrator or designee will interview
. dotermined that the faclllly failed to implement . & staff members per week for the next four weeks
. their policy and procedure. This fallure resulted + regarding the facility policy regarding preventing,

recognizing, and reporting abuse to ensure the

staff s knowledgeable regarding the policy. The
Adminisirator will follow up with employees as

e necessary if they are unable to demonstrate )
 to protact R7 and other rastdents. Findings | knowledge of the policy.Results of those inlerviews

; in lack of immediate reporting of an allegation of
- sexual abuse to the State Agency, lack of timely
investigation, and failure to implement a system

! inalude! I and will be reported to the monthty QAPI Committee
i ] -for review and recommendation. The QAP!
]
: Croes rafer F226 {
]

based on reported outcomes and direct further

' invesligations. |
| Review of R7's recard revealed: 9 !

1 commillee will direct furlther analysls and Interventions
l
|
I The facility procedure entitled "Abuse, Neglect, |
Exploltation, Mistreatment of Resident/Patient, or |
. Misappropriation of Resident/Patient Property”, !
I Saclion Policy”, in Section, "Guidelines" i
! documented that "The designated shift supervisor |
' Is Identifled ae rasponsible for Immaediate initlation |
- 1 of the raporiing process” allegalion for sexual ‘ | :
“abusa. In addilion, Yeation, "Protection” - - ! '
| dopumentsd "Upaen ldanlification of actual, !
| suspected or allegsd abuae, .. system will be In
| plsice to provide fer protaction of the resldant...”

|

" Rovisw of R7's Nurses Notes (NN), by assigned
| Reglstered Nurse (£28), dated 1/8/17 and timed
{ 9:45 PM documented, "l walked lo the nurses -
I statlon to glve him (R7) his paln medication and
1 overheard him (R7) talking to the charge nurse |
" (Shift Supervisor Registered Nurse, E8) that :
‘ nurse (E8) is sexually assaulting him by touching i

FORM &8-2307(02-99)'Previou§ \)orskms Obsolele Event |0: 06WQ11 Facllly ID: DEO0OS Jf continuation shest Page 14 of 26




PRINTED: 02/15/2017

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: AaSTTIEG COMPLETED
C
085039 B. WING 02/01/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
32 BUENA VISTA DRIVE
NEW CASTLE HEALTH AND REMABILITATION CENTER NEW CASTLE, DE 19720
(x4) ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION e
PREFIX (EACH DEFICIENCY MUBT BE PRECEDED BY FULL | PREFX | (RAGH CORRECTIVE ACTION SHOULDBE ! COMPLETION
TAG REGULATORY OR LG IDENTIFYING INFORIMATION) TAG | QROVB.REFERENCED TO THE APPROPRIATE bATE
| | DEFICIENLCY) :
] T } L o . r——
F 228 | Gontlnued From page 14 F2%6

| hirn and hugging hlm."

Review of the State Agency's Intake
' documentation dated 1/23/17 revealed that the

(BAY 1123117 gt 6:26 PM, In the incldent

i while reviewing another concern verbalized by
| R7, the above allegation of seXual abuge was

i that E failed to raport the above to the SA
" immaediately,

| Subsequent interview with E1, on 2/2/17 at
] approximately 3:56 PM, revealed that E8 was
L assigned to R7 during the evening shifts on

! 109117, 117, 112147, 1113117, 116/17,

- Upon B4 belng awara of the allegallon on

: care pending the outeame of tha inveatigatian,

1 Although thefallagalian of sexual ahuso was
mnde on 1/8117 to 8, the Tacllly failed te

] implement the polloles and procedures. The

the SA, timely Investigation and the faliure to
| protect the resident and other residents.

' Findings were reviewed with (1), Director of
"on 2/1/17 at approximaisly 6:30 PM.

F 314 ‘| 483.25(b)(1) TREATMENT/SVCS TO
ss=p ' PREVENT/HEAL PRESSURE SORES

facllity reported this incident to the State Agency

" description section, the facllity documented that

- identified by the facillty's Risk Manager (E11) and
i that €9 failed to immediately report the allegation. |

L1717, 11817, 1129117, 4122117, and 112317,

' fallures Included Jack of immadiate reporting to

Nursing (E2), and Reglonal Corporate Nurse (E§

|
|
|
|

t An Interview with the Nursing Home Adminlstrator f
i (E1) on 2/1/17 at approximately § PM confirmed

|

|

" 412347, tha gocuded was ramoyetl from rasident -

i
y

F314!

a4
3
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could be completed for this resident. Any area identificd
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F 314 Continued me page 16 : . ; F 314 R4 had been discharged to the hospital at the time of |
| the survey and the blister to her sacral arca was healed |
(b) 8kin Integrity - | upon her retum to the facility, no additional interventions |
|

L.

(1) Pressure ulcsrs. Based an the ;
vomprehensive aesessment of a reeldent, the |
 facllity must ensurs that- :
() A resident receives care, conslatent with !
prorebaional stindards of praatice, te pravent
- prawsure ulcers and does not dovalop prossure
| uleers unless the individual's clinical ondition
: demonalrates that they wera unavoldable; and

(il) A residant with pressure ulcers raceives I
nageseary traatment and services, conslatant with
; professional standards of practice, to promote {
 heallng, prevent infectlon and prevent new ulcers |
r from developing. '

- | This REQUIREMENT is not met as evidenced l

| by:
. Based on record review and Interviews, It was
- determined that the faoillty falled to provide i
' traatment and earvices to promote healing of & i
| pressurg uloer (PU) for 1 (Rd) out of 7 sampled
| resldenta. On 114/17, R4 had & new PU, an Intapt |
blister of the eacral area and the facllty falled to
aooyrately assess the naw skin Impalrment, ’
Findings Inelude: [

Reviaw of R4's alinloal recerd reveaisd:

Review of Rd's "Quarterly/PRN (as needead) Data }
Collactlon (With Braden)" completed on 12/3/16

| documented that R4 was assesssd as "Moderate

i Risk" for development of new PU with & score of |
l 17 ¥
i i

: ! Review of Rd's oare plan far the riak of i
| developing wound (lnltlal date of 28/16 and !

FORM CMS 1681(02-99] Pravious Vargions Obsclate

" Evant [D: GEWQ1

color of drainage, color of wound bed (arca), odor and

further investigations.

Fagily I0: DEODOE

upon this resident’s retumn to the facilily will be accurately ‘5/ 27 /’ 7
assessed (o include location, highest stage (type), length,
width, depth, color of drainage, color of wound bed (area),
odor and tunneling (going under the edge of tlic wound) on
admission and weekly thercafier until healed. !
Any resident identificd with wounds has the potential to be
aftected. The Director of Nursing completed and audit of *
any resident identified with a wound to ensure the Care Plan
is being followed in regards to initial and weekly
assesstments of [ocation, highest stage (type), length,
widih, depth, color of drainage, color of wound bed (area),
odor and tuoncling (going under the edge of the wound). |
‘The Unit Managers were in-serviced by the Stafl |
Development Coordinator regarding the requirement of |
#a thorough assessment of wounds upon identification and
wecekly thereafter until resolved to include location,
highest stage (type), length, width, depth, color of
drainage, color of wound bed (arca), odor and

tunneling (going under e edge of Lhe wound). The

Unit Managers will complete weekly rounds on

residents identificd with the Wound Team to assess
location, highest slage (type), length, width, depth,

tunncling (going under the edge of the wound),

Results of those asscssments will be documented on

the weekly skin grid of cach resident and recorded on the
weekly woundlog. The log will be lumed in to the
Director of Nursing after wound rounds aré completed. -
The Director of Nursing will use the weekly wound log '15
audit to ensure any resident identified with a wound has *
he wound assessed per facility policy. These audits will *
be completed weekly by the Unit Managers and review |
by 1he Director of Nursing for 4 wccl\s then monthly for |
3 months.

The Dircctor of Nursing will present the results of those audits to
be reviewed at the steering QAP commiltee monthly.

The steering committee will direct further analysis and
interventions based on reported outcomes and direct

if contlnuallon sheet Page 16 of 26
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; most recent revision date of 12/3/18) due to |
' contributing fagtors which Included incontinence
_or Inoreasad moisture ae well as nen compliance |
. With the plan of oare Included the following ,
* interventions:
-Check skin and turn and raposiion every two |
" hours.
!« Waeskly skih assassment.
- Pressure reducing support aurfaos to bed. I
‘ - Monlter maal consumplien. i
i

I Review of the Decamber 2016 Physiclan's Order |
: Form (POF) Revlew included the following {
i treatment orders: | [
' - weekly skin assessment on Monday 7-3 shift. | :
' - turn and reposition every 2 hours every shilt.

- Skin prep spray -apply 1o bilateral heels every
r gvening. ] I

: The quarterly Minimum Data Sgt (MDS) i
' gesasument dated 12/8/18, revealed that R4 was . |
saverly cegnitivaly Inpalred for daily decislon :
| making, roquired extenalve avslslancs of twe : |
! staff membars for bed mobillty, extensive |
 aeelstance of one alafl person for teansfer, and |
L was Ineentinent of yrine. In additien, R4 did not |
| have a PU, however, wae at flak for the |
idevaleprnant ofa PU,

 Roviow of the Weiekly Bkin Asseasment !
! dosurmented that (hero was no new areas of skin ' .
1 impairment on 12/27/18,

1
i I
, Certified Nurse's Alde (CNA) degumentation, i
| from 12/28/16 through 1/4/17 dooumented that |
' R4 was turned and repostiioned every two holrs 5
| in addition te checking the skin as ordered. i

E Nurse's Note (NN) dated 1/1/17 and timed 812 :

o g 8 S e e e e b ek U

| e s i e R e i, i e A AT
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F 314! Continued From page 17

i of the new okin Impairment.

! gacral area svery shift untll resalved.
! Review of the Interdisciplinary Team (i
. related to tha blister to the vacral area

i the treatment orders ware updated on

‘i of care.

" RU, the facliity falled to have evidence
' PU was comprehensively assessed,

i the faoility did not have evidence of an

 ldentified as an intaot blistar on /117
| smcral orag. :

: approximately 6:30 PM.
86up | FOR SPECIAL NEEDS
|

| proper trestment and ogre to malntaln
Land good foot health, the faollity must:

{ AM documanted that at 8:46 AM on 1/1/17
‘notifled the Nurse of an intact blister on Rd's mid
. sacral aren. The NN further decumented that

{ both R4's family and the phiyslelan were notified -

 assessment of this siin impalrment which was

! Bindings foviewed with Adminlstrator (151), E2,
1 and Reglonal Carporate Nursg (156) on 2/1/47 at
F 328 | 483.26(b)(2)(N(0)(6)(h)(N() TREATMENT/ICARE

{ (b)(2) Foot care. To ensure that residents recelve

[ (I} Provide foot care and treatment, in accordance |
1 _

Physician's orter was obtained for skin prep to be
| applied lo the intec! blister lecated In the mid |

D) note |

" dated 1/3/17, dogumeaniad that the IDT met

and that |
R4's plan |

| Although R4 had a new Intact blister; a slage 2

that the

! An Interview with Director of Nursing (E2) on
2/1/17-at approximately 10:30 PM revealed that

In the

mobility

|
|
|
i
{
|

F 314

F 328/

b
L

B — S
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with professlonal standarde of practive, Including
! to provent complloations from the resident's
" madical condltien(s) and |

| corrective action can be completed for this resident.

i An audil will be complcted by the Interdisciplinary team ¢

i of any resident identified with an acute change in condition

| inthe past 48 hours received close moniloring as necessary

I and will educate nursing staff and implement monitoring as
necessary. The licensed nurses will be educated utilizing
the INTERACT Protocols for assessment and $
documentation, and regarding what types of changes
in condition require close monitoring until 1) the

(1) It necessary, assist the resldent In making
appolntmants with a qualified person, and
arranging for transportation to and from suoh
appointments

() Colostomy, uraterontoimy, or [loostamy oare, I The 24 hour report along with the corresponding Nursing’

Tho faoility must ensure ihal resldonts who

| require colostomy, ureterostomy, or lleostorny

' gervices, recelve such vare consistent with
 professional standards of practice, the

- comprehensive person-centerod care plan, and

Notes will be reviewed in the daily Clinical Meeting to :
determine if change in condition occurred, if the change
. required close monitoring, and if the monitoring accurred
¢ and documented as necessary. Licensed nurses will be
t followed up with as necessary. !
The Direclor of Nursing will utilize that 24 hour report

l condition resoives or 2) emergency personnel arive, |
H
|

review as an audit determine if change in condition
occurred, if the change required close monitoring, and if
the monitoring occurred and was documented as
necessary, and determine if further educalion is necessary.

The audits will be completed daily Monday through
Friday for two months. The Dircetor of Nursing will
present the results of those audits to be reviewed at the
steering QAPI comumittee monthly. The steering
committee will direct further analysis and interventions
based on reported outcomes and direct further
investigations.

- the resident's goals and preferences.
' (g)(5) A resident who Is fed by enteral means _
: receives the appropriate treatment and services |
. to ... prevent complicalions of enteral feeding '
 Including but not limited to aspiration pneumenia, | *

. diarrhes, vomiting, dehydration, metabolic

| abnormalities, and nasal-pharyngesl ylcers.

(h) Pargnteral Fluids, Rarenteral fluldn must be
arimintstsrad oanshtont with profeyslongl
standards of praotios end in socordanae with
phytlolan orders, the comprehansive l
person-centerad cers plun, and the reeldent's
| goals and preferences.

| (i Respiratory ears, including tracheostomy care i

and tracheel suclioning. The facility must ensure |- g
that a resldent who needs resplratory care,
inoluding tracheostomy care and tracheal

| suctioning, Is provided such caro, conelstent with
. professional standards of practice, the !
j comprehensive person-centerad care plan, the '[

| 1

Even! 10;Q5WQ 11

:
|
1
i
!
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F 328! Continued From page 19 | F 328
rosldants’ goals and preferances, and 483,86 of i !
thie subpart,

| () Prosthesss. The facility must ensure theta | , ;
| rasldant who has & prosthesle Is provided care ; ;
' and agsistance, consistant with professional ! '
, standards of practlce, the comprehansive ; |
| person-centered care plan, the residente’ geals | !
i and prafarences, to wear and be able to ues the |

prosthelic devico. . |
This REQUIREMENT s not met s svidence ‘

| Based on interview and racord review, it was

' datermined that the facllity failad to ensure thet 1

| (R3) out of 7 sumpled residents received the

i necessary care and services related to her

| tracheostomy. R3 had a tracheostomy tube and
pulled out the tracheoslomy on 12/17/16. The
facllity falled to closely monitor R3's respiratory

1 status while awaiting for the ambulence. Findings

i Include:

| Review of R3' alinlesi record revealsd |
' RS was admilted to tha facllity on 12/6/48 from |
 tho-hospltel and roview of the admission orders |
, dated 12/6/10 Inoluded the following: l
.- lorazepam (medication to tregt anxiety) 1 mg. | )
! vig pareutaneous ohdeteople gastrostomy (PEG) | |
- tube wo linea as neaded a day for anxioty. -'
'~ chack pulse ox (pulse oximetry) avety shif.
| . oxygen at b liters per rinute via tracheostomy
' mask. ;
- tracheostomy care every shift and as needsd.
« suction every shift and as needadl. t
| - change trecheostomy collar twice & week. l
I - '
| R3's care plan Inoluded "Breathing problems |
| related to trachaostomy.." Qoal Inoluded te will |
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| ba free of shorlness of breath and minimize

“anxlely. Interventions included to monltor for
changes In or developrent of signe and
gymploms of breathing diffleulty and raport

“including change In cognlition; suction as neaded

i and fo report changes In regpiratory status o

j physlcian. -

| Review of the Treatment Administration Record

i (YAR), from 12/6/18 through 12/13/16 revesled

{ the followling:

.« pulse oximetry ranged from 96 % to 98%.

- tracheostomy care completed every ehift and as

- heeded, as ordered.
- - suctioning evary shift and as needed, as
_ordered.

: The admission Minimum Data Set (MDS)
' assessment dated 12/13/16, revealed that R3
| was severely cognitively impaired for daily

| decision making, required extenslve asslstance of
!

| two staff mambers for bad mobility, tollet use,
| and pergonal hyglane.

Review of Nuraas Notes (NM) fraem 12/18/16
| through 12416/18 dopumonted that B3 was
' rastleas and onxlous and \was romoving her
Coxygen mask, removing the lanst oanula of the
 lracheosionly and adjustments wore baing mids
to R3's anti-anxlely madication, lorazepam.

! addltional review of the TAR, from 12/14/16
“through 12/18/16 revealad thal R3's pulse

| oximetry continued lo range betwaen 85 % to
| 98%, as well as tracheostormy care and

1 stctioning was doocumented as completed.

| Review of the NN dated and timed 12/17/16 and
| 3:00 PM, by Licensed Practical Nurse (E14)

(]

|
|
|
|
I
|
i

I
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F 328

J

|

i
|

t

|
r

| faciiity at 4:00 PM.

Fdooumentead thal # replacement trgcheastamy

o —re

Continued From page 21

decumented at around 3 PM, E14 went inlo the
room and noted that R3 had removed the
tracheostomy collar and the cannula. R3
vaerballzed, "} took It aut, I'don't want It."
Suparvisor was notlfled and vital signs obtalned
with puise oximetry of 83%. The NN further
documented that physician was contacted and an
order to send R3 to the hospital. R3 daparted the

Auhough a pulse oximalry wag obtiined, regord
' raview lasked svidence of cloge monitaring of
| R3's oondilien, including repeat reapiratory

| remssessment with pulge oximetry prior to the '
: arrlval of the ambulance.

| Review of the ambulance records dated 12/17/16
documented at 4:06 PM, the pulse oximetry was
87%.

Emergenoy room rasorda datad 12/17/16

wae Jnkerted and R3's oxygenatlon impraved and
13 was disoharged haelk 1o the fagliity on
12/1?/15 at 10:20 P, .

.ﬂ&n intarview with E44 an 1f3EJ!1? al

| approximately 12:48 PM revealad that K3 wag

i restiess during the 7 AM-3 PM ghift and E14 wase
i olosely monltoring R3's behavior. Al 3:00 PM on
- 12117116, E14 obssrved the tracheostomy cellar
and the cannula laying on R3's chest, E14
verbalized thal she had completed & set of vital
slgns Inoluding pulse oximelry before starling to
adminiater the oxygen, which was 83%. Ei4 -
verbalized whlle administering oxygen, E14 was

[ monltoring R3, hawever, was not abie to recall
any additional R3's reapliralory status, including a :
rapeat pulse oximely to asssss the effeolweness

F 328

'|
1

it ki . e ——

phph s
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of the oxygen Intervention,

| An Intervlew with the attending physiclen (E4) on

2/1/14 at appreximately 11:00 AM reveealed thal & 5
resplratory reassesament Including a pulss ! !
oximetry would have bensficlal to assess the :
| effectiveness of the oxygen administration. !

| Findings reviewod with Nuraing Home . _ !
1 Administrator (£1), Direstor of Nurelng (E2}, and :
| Reglanal Corporate Nurge (E8) on 2/1/17 at
i approximately 6:30 PM. :
F 329 483.46(d) DRUG REGIMEN IS FREE FROM | F 329 R3 has been discharged from the facility and no other
gs=pi Y NNECESSARY DRUGS | ' corrective action can be completed for this resident,
] : . Alist of residents receiving anti-anxiety medication
i () Unnecessary DI‘UQS-GGDGFaL Each resident's . i was provided by the phamacy and the medical record 3 %‘7
1 drug re gimen must be free from unnecessary was reviewed to verify the residents were being monilored

for targeted behaviors, monitored for effectiveness
J td
| drugs. An unnecessary drug is any drug when ! of pharmacological intervention, monitor for side effects,

i used-- | and reassess the interventions.Any resident receiving

R : psychotropic medications will be reviewed monthly

: (1) In axoesgive doao (Inoludlng GUp“G&ﬂB drug * by the Interdisciplinary Team (IDT) to ensure behavior

I mg":ﬁgy); Qr i monitoring is in place lor targeled behaviors, the resident
| i is monilored for cfiectiveness of pharmacologteal

: . o v inlervention, monilored for side effects, and .

: (2) Bor exedsslye duration; or | interventions are reassessed. The IDT will work with

Psychiatric Services regarding medication adjustments -
and gradual dose reductions. The licensed nurses were ,
in-serviced by the StalY Devetopment Coordinator ~;
| regarding the requirement of monitoring for targeted
‘ behaviors, monitoring for effectiveness of . i

pharmmacological intervention, monitoring for side cﬂi:cts,:
reassessment of the interventions, and the imporance of
documenting ihe above. !
T'he IDT will andit 5 medical records weekly of !
residents recciving anti-anxicly medications for 4 weeks

- (9) Withou! adenuate tanilaringl eF 5

|
! (4) Without adequste Indloatlens for its uge; or

l (8) In the presenae of adverse ¢oNgaquenQes
I which Indiaate the dous should be raduced er

" discantinued: or

1 (8) Any combinatlons of the reasons stated In . then monthty for 3 months Lo ensure moniloring is in

! paragraphs [d)(l) through (6) of thie seclion, : 1 place for targeled behaviors, the resident is monitored
This REQUIREMENT is not met as avidencéd for cfiectiveness of pharmacological infervention, monitored

by; : : for side cficcts, the interventions are reassessed,

| Based on racord review and Interview, it was {  medications are adjusted as necessary and gradual dose

reductions are attempled as approprinte..
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determined that for 1 (R3) out of 7 sampled l
| resldents the facility falled to ensure adequate
 monitoring of peychotroplo medication. RS had a
| target behavlor of anxiety. The tacility falled to
| monltor the targeted behavior, monitor the i
! effactivenass of tha pharmacological interventlon, !
{ and falled to monllor the side effacts, Due to i
| these fallures, the facilily falled to reassess the |
| interventions, resulling In the resldent bacoming
L inereagingly anxious and reatloss and R3 pulling
! out her lrachsostomy tube and requiring

- | replacement of the tracheostomy in the hoapltel.

; Findings Inslude:

ll Review of R3's olinloal reaord revesled

| RS was admitted to the facllity on 12/6/18 from |

, the hospltal and review of the admission orders |

' dated 12/6/16 Included the following arder for an |

" antl-anxiety medication, lorazepam 1 mg. via a

" feeding tube, two times as needed a day for
anxlety.

i

. Reviaw of R3's Plan of Cure Initialed 12/13/18,

| ravented 1ho folliwing:

!o M g9 of payohotroplo drug, anti-anxiety for

[ dingnosls of areiely. A goals Ingluded to
docronse anxiousnese apléodss lo "0" ns well as
to Improve sleep to 8 hourg per night,

! Interventions inoludatl to report to phyaitian

" negative outoomes associated with use of drug;

' monitor for effectivenass of psyohotropic drug;

| attempt to promote sleep prior to medication

- administration, ) :

| - "Breathlng problerns related to tracheostomy..." |

| Goal Included to will be free of shortness of

' bresth and to ritlnimize anxlaty. Interventions |

| Included to monitor for changes Infor ]
development of signs and syrrptoms of breathing 5

F 320
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The Director of Nursing will present the results of
i those audits to be reviewed at the steering QAPI
: committee monthly. The steering commiltee will
direct further analysis and Interventions based on |
ceported outcomes and direct furiher investigations
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i diffioulty and repert Inoluding ehange In cognltion;
| suotion a8 needed and to report changes In
j respiratory status to physiclan,

| The admission Minimum Data Set (MDS) |
| nesessment dated 12/13/18, revealed that R3 |
| was severely cognltively impaired for daily
declislon making, required extensive asslstance of
| two staff members for bed mobllity, tollet use,
i and persanal hyglens. [
1 I
| Nurses Note (NN) dated 12/13/16 and timed 3:30
{ PM dooumented "...kept removing oxygen mask
wheh awake so anxious medicatien for
I forazepam but still removed oxygen mask 4 times
' during the shift, at one time, she ramoved the |
| inher cannula with speaking valve." The NN !
. ended with “Will pass report.”

i

|
|
- Review of the Medicatlon Administration Record [
(MAR) on 12/13/186 revealad that R3 was

administered the lorazepam on 12/13/16 at 9:06 !
' AM and this was not effeclive, as documented in |
the NN that R1 cantinued to ramove her oxygen |
magk 4 more Imes. Rasard raview lasked '
evidenos that the faoliity wea manitoring the
potentlal effactivanese/elds effagts of the
medisation.

Physlolan's order dated 12/14/16 dosumanted
{ that lorgrapam was Insressed to 1 mg. to be i
- administered through R2's feeding tubs three
: times a day for Indlcation of anxiety.

| Addltional review of the MAR, from 12/14/16

' through 12/16/16 revesled that R3 wae
administered the antl-anxiety medication as ,
ordered, however, record review lacked evidence |

; of monitoring the effectivensass of such 4

e ]
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_ tintevention and side effecte.

The following NN oontinued 10 dosument R3's
anxious bahavior.

- 12/14/16 by the same 3 PM -11 PM nurse
dosumeanted R3 remaved her oxygen mask 2
times and lorazepam was Increasad to three
times a day for anxiely.

- 12/18/18 and timed 3:40 PM decumented
14, Resident nated with anxiety, medieated with
lorazeparn, ramoved trach oollar twioe.

: - 12/18/18 and timed 9 PM "Resldent bssame
Pyvory fostlaes and anxlous at about 8 PM.and

" lorazepam was adminlsterad, Reaident pulling an

{ " PEG tube and oxygen canaula.

Although R3 continued to exhiblt the targetsd

! behaviors of anxlety, as evidenced by the above

. NNs, record review lacked evidence that the

! {facllity had a system to monitor the occurrence of
: the targetad behavior, the outcome of the
Lintervention, and the presence of the

' aﬁeotwaaesglalda effsote ef (orazapam

i Rindings raviswod with Nursing Homa
Admlnlutrulor (1), Blisolor of Mursing (BR), and
| Regienal Carporate Nuras (E8) en 2/4/17 al
-approximately 6:30 PM.

|
|
|
J

!
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DELAWARE HEALTH
AND SOCIAL SERVICES

Division of Long Term Care

DHSS - DLTCRP
3 Mill Road, Suite 308

Wilmington, Delaware 19806

(302) 577-6661

Residents Protectlion STATE SURVEY REPORT

NAME OF FACILITY: New Castle Rehabilitation Center

Page 1 of 1

DATE SURVEY COMPLETED: February 01, 2017

SECTION

STATEMENT OF DEFICIENCIES
Specific Deficigncies

ADMINISTRATOR’S PLAN FOR

. 4-.CORRECTION

OF DEFICIENCIES

COMPLETION
DATE

3201

3201.1.0
3201.1.2

The State Report incorporates by
reference and also cites the findings
specified in the Federal Report.

An unannounced Complaint survey was -
conducted at this facility from January 26,
2017 through February 01, 2017. The
deficiencies contained in this report are
based on observation, interviews, review of
residents' clinical records and review of other
facility documentation as indicated. The
facility census the first day of the survey was
115 The survey sample totaled 7 Residents.

Regulations for Skilled and Intermediate
Care Facilities

Scope

Nursing facilities shall be subject to all
applicable local, state and federal code
requirements. The provisions of 42 CFR
Ch. IV Part 483, Subpart B, requirements
for Long Term Care Facilities, and any
amendments or modifications thereto, are
hereby adopted as the regulatory
requirements for skilled and intermediate
care nursing facilities in Delaware.
Subpart B of Part 483 is hereby referred '
to, and made part of this Regulation, as if
fully set out herein. All applicable code
requirements of the State Fire Prevention

-Commission are hereby adopted and

incorporated by reference.

This requirement is not met as evidenced
by: Cross Refer Cross refer tothe CMS
2567-1. survey completed January 01, 2017:
F0157, FO168, F0225, F0226, F0314, F0328,
F0329

Provider's Signatur
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